Case report
A middle-aged man presented in October 2004 with right middle finger pain for the past few months, increasing in severity for the last week. No other bone or joint pain was noticed. He claimed to have no history of injury.
On examination, there was no obvious soft tissue swelling, redness or increased temperature. Mild tenderness was noted at the anterior aspect of the midpart of the finger.
Plain lateral radiograph of the right middle finger ( Figure 1 ) showed a small bony excrescence arising from and confined within the cortex at the volar surface of the middle phalanx. There was no cortical break or periosteal reaction. There was no invasion to or continuity with the underlying medulla. No associated soft tissue swelling or pathological fracture was seen.
The diagnosis was bizarre parosteal osteochondromatous proliferation. No histology was taken since the radiological findings were distinctive.
Discussion
Bizarre parosteal osteochondromatous proliferation (Nora's disease) is a rare benign lesion usually seen in young adults, although it can appear in any age group. 1 It affects men and women in equal proportions.
2 Some authors believe the aetiology is due to minor trauma but there is still no imaging or pathologic evidence to support this. 3 Patients usually present with the history of a slowly growing mass or pain 4 as in our patient.
In histology section, the lesion is a mixture of bone, cartilage and fibrous tissue. 2 Usually this lesion involves the proximal shafts of phalanges, metacarpals and metatarsals (56% involve the hand and 20% involve the foot). 4 Other sites such as the long bones and the skull have also been reported. 4 Radiographically, it is characterised by a wellmarginated mass of heterotrophic ossification or calcification arising from the cortical surface of the affected bone. 1 There is no continuity with the medullary canal of the parent bone. Aggressive forms may show cortical invasion. 3 In magnetic resonance imaging (MRI), the lesion has a hypointense signal in T1-weighted and hyperintense signal in T2-weighted sequences. There is no cartilage cap. Fine-cut computed tomogram (CT) can demonstrate that there is no continuity of the medullary cavities between the lesion and the parent bone. 5 The main differential diagnosis is florid reactive periosteitis which appears as laminated or mature periosteal reaction and this is absent in Nora's disease. There may also be a definite history of trauma. Some authors propose that these two diseases are a continuum of the same entity. 3 Other differential diagnoses include osteochondroma, parosteal osteosarcoma and chondrosarcoma. However, due to the distinct radiological appearance of Nora's disease, pathologic differentiation is seldom required. Osteochondroma usually grows towards the physis end and with continuity of the medullary cavity between the parent bone and the lesion. These features are not found in Nora's disease. The underlying bone in Nora's disease is normal and no associated soft tissue swelling or oedema can be seen. However, adjacent bone and soft tissue oedema as demonstrated by MRI can be noted in parosteal osteochondroma and chondrosarcoma. 1, 2, 4, 5 Malignant transformation to fibrosarcoma, although rare, has been reported. 6 Therefore, long-term followup by plain radiography is necessary. In our opinion, just as with other bony lesions, if there is increase in size of the lesion, soft tissue swelling or cortical irregularity, malignant transformation may have occurred and further imaging such as CT and MRI or even biopsy is necessary. Surgical resection is advised in symptomatic cases but it has a high tendency for recurrence, approximately 50-55%. The lack of continuity between the lesion and the medulla of the parent bone is a key diagnostic feature. There is no periosteal reaction.
